ILLUSTRATIVE CASES
Case 1 shows the true paralytic dislocation of the left hip in a boy of nine. His right leg was normal. Attempts to reduce the dislocation by gradual abduction on a frame failed even after an adductor tenotomy had been carried out (Fig. 4) , and a suitable position could be obtained only by putting the hip into full medial rotation under anaesthesia and immobilising it in this position in a plaster spica for two weeks before carrying out a rotation-adduction osteotomy (Fig. 5) .
Case 2 illustrates a much simpler problem in a girl of ten (Fig. 6 ). This dislocation could be reduced easily without special manoeuvre (Fig. 7) , but when reduced the hip was extremely unstable. This instability was completely overcome by rotation-adduction osteotomy (Fig. 8) .
Case 3 concerns the dislocated hips of a child with a meningo-myelocoele (Fig. 9) . It is not uncommon in this condition to find that both hips are dislocated. These dislocations are not due to teratological factors, but seem to have the characteristics of a true paralytic dislocation. The dislocation can be easily reduced by abduction on a frame followed by full medial rotation in plaster, the position being maintained by rotation-adduction osteotomy (Fig. 10 ).
FIG. 6
Case 2-True paralytic dislocation of the hip in a girl of ten. 
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FIG. 14
Case 5-Appearance like that in Figure   12 ; the paralysis was almost complete on both sides.
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Case 4 is one in which a flexion-abduction contracture on the right had produced pelvic obliquity so that the left hip, which was on the less paralysed side, was subluxated (Fig. 12) . Correction of the deformity on the right by means ofan osteotomy has greatly improved the position on the left (Fig. 13) .
Case 5 concerns the hips of a child of six with almost complete paralysis of both legs and an abduction contracture of the right hip causing dislocation of the left (Fig. 14) . In view of the extensive paralysis rotation-adduction osteotomies were carried out on both hips (Fig.  15) . 
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